Memorial Clinical Associates, P.A,

PATIENT INFORMATION FORM Page 1

1201 Dairy Ashford Suite 200- Houston, TX 77079 Office; (713407 3000

()

LAST NAME FIRST MDDLE |  DATE OF BIRTH AGE | SEX N Ry

STREET ADDRESS Circle whether PERMANENT or TEMPORARY oty STATE [zP HOME PHONE - INCLUDE AREA CGDE

PATIENT'S OCCUPATION Circle whether NAME OF EMPLOYER {OR SCHOOL) MARITAL STATUS
RIGHT  LEFT D- §-M-W-SEP

HANDED

EMPLOYER'S ADDRESS oy sTATE |zIP EMPLOYER PHONE - INCLUDE AREA CODE

SPOLSE'S NAME SPOUSES ADDRESS (I diferent from patizny) SPOUSE PHONE - INCLUDE AREA CODE

SPOUSE'S EMPLOYERS NAME ADDRESS,CETY STATE, 2P SPOUSE'S SOCIAL SECURITY NUMBER  |SPOUSE EMPLOYER PHONE

PERSON TO CALL IN CASE OF EMERGENCY RELATIONSHIP TO PATIENT HOME PHONE BUSINESS PHONE

()

YOUR EMAIL ADDRESS (NC CONFIDENTIAL PATIENT INFORMATION WILL GO THROUGH EMAIL}

ALL STUDENTS AND/OR MINORS (UNDER 18) MUST FiLL IN SECTION BELOW

MOTHER'S NAME [ CHECK IF RESPONSIBLE FOR PAYMENT

STREET ADDRESS, CITY, STATE, ZIP

HOME PHONE

()

SECONDARY INSURANCE ID#:

GROUP NUMBER:

MOTHER'S EMPLOYER'S NAME, ADDRESS, CITY, STATE, ZiP MCTHER'S SOCIAL SEC. MOTHER'S EMPLOYER PHONE
FATHER'S NaMe (] CHECK IF RESPONSIBLE FOR PAYMENT STREET ADDRESS, CITY, STATE, ZIP HOME PHONE
FATHER'S EMPLOYER'S NAME, ADDRESS, CITY, STATE, ZIP FATHER'S SOCIAL SEC. FATHER'S EMPLOYER PHONE
ALL PATIENTS MUST COMPLETE INFORMATION BELOW
DESCRIBE ILLNESS OR INJURY: (If injury, describe how occurred. ) TYPE OF ACCIDENT iF FALL - DATE OF ACCIDENT/ONSET
AUTO FALL WORK OTHER [WHERE DID YOU FALLY?
Palient TREATED at or REFERRED by any of the following for HOSPITAL EMERG "WALK-IN" PRIMARY OTHER
currant problem? {Circle &l that apply) {IN-PATIENT) ROOM FACILITY CARE DR.
NAME OF YOUR FAMILY/REFERRING DOCTOR YOUR DOCTORS ADDRESS YOUR DOCTCRS TELEPHONE #
YOUR INSURANCE INFORMATION - ALL PATIENTS MUST COMPLETE

DRAW GNE CIRCLE AROUND PRIMARY [NSURANGE MEDICARE HMG PrO TEXAN PLUS NONE DEPENDENT CHILD COVERED BY: Girle
CARRIER which): 1 er 2 parents
PRIMARY CARRIER (NAME, SEND CLAIMS TO ADDRESS)
PRIMARY [NSURANCE ID# GROUP NUMBER:
NAME OF POLICY HOLDER: DATE OF BIRTH: SOCIAL SECURITY NUMBER PATIENT'S RELATIONSHIP TO INSURED:(Circle which)

SELF SPOUSE CHILD CTHER
ADDRESS OF POLICY HOLDER eIy STATE | TELEPHONE {iNCLUDING AREA CODE) |
SECONDARY CARRIER {NAME, SEND CLAIMS TQ ADDRESS)

POLCYHOLDERMAME:  [DATEOFBIRTH [SOCIALSECURITY

PARENTSIGUARDIANS: | HEARBY GIVE PERMISSION TO THE PHYSICIANS OF Memarial
EXAMINE AND TREAT MY MINOR CHILD.

Clincal Assotiales, P.A., TO

NAME (PRINTED):

SIGNED:
| TODAY'S METHOT OF PAYMENT (Required; ptease circle WHich)

CREDIT CARD

DRIVER'S LICENSE NUMBER

CASH - CHECK -
PREVIOUS PATIENT IF YOU HAVE BEEN A PREVIQUS PATIENT, WHICH DOCTORS HAVE YOU SEEN?
YES NO Hilchins Franco Jefferies Hughart Levins Pohil Gidvani

Schuliz Tenara Hadga Smith

HOW DID YOU HEAR OF OUR PRACTICE?

FORM UPDATED Monday, January 17, 2005




Memorial Clinical Associates, P.A.
1201 Dairy Ashford Suite 200 - Houston, TX 77079
Office: (713) 407-3000/Fax: (713) 461-3476

PATIENT FINANCIAL FORMS Page2&3

FINANCIAL RESPONSIBILITY

Thank you for choosing a MEMORIAL CLINICAL ASSOCIATES, P.A. physician as your health care provider. We are committed to
your satisfaction. Please assist us in meeting your expectations by reviewing the Financial Policy below. The following are the financial
policies and guidelines for Memorial Clinical Associates. Please read carefully before signing and do not hesitate to ask any questions
you may have.

FORMS:

You will be asked to complete a registration form, which will include your home address, telephone number, social security number as
well as the address and telephone number of your insurance company, if applicable. Insurance Company information can generally be
obtained from a card provided to the company's insured member, and we make a copy of the card for our records. We also request a copy
of your driver's license or other picture identification to include in your record to insure accuracy of your medical records.

FORMS OF PAYMENT:
For your convenience, we accept cash and checks, as well as many credit cards. We must have a copy of your driver's license to accept
checks.

OFFICE VISITS:

All office charges are payable at the time the service is rendered. For your convenience, we will provide you with a receipt,
documnenting the charges for your visit, which you may use to file for reimbursement with your insurance carrier and/or secondary
insurance.

Memorial Clinical Associates, P.A. participate in many managed care plans and will be happy to submit insurance claims to your
primary insurarce company.

As a courtesy, however, the patient will be responsible for filing to their secondary insurance. Any co-payment, co-insurance
percentage, deductibles for which you are responsible or co-payments that cannot be billed to patient, must be paid ai the time of
service. It is your responsibility, before the physician you will be seeing renders services, to make sure your insurance covers the services
provided.

Please be prepared to show your insurance card and driver license on your initial visit. We are required by insurance companies to verify
insurance at each visit therefore please be prepared to show your insurance card at each visit (if a patient cver has any insurance
change, it is the patient’s responsibility to provide the new information and insurance card). If this information is not provided
BEFORE the visit, the patient will be responsible for the charges incurred for any dates of service prior to the new information
being given.

Some insurance companies do not cover all services performed in our office (i.e. Preventive care, routine exams, immunizations, etc...)
The patient is therefore responsible for charges denied by their insurance as “not a covered benefit”, 1f you have met your deductible
please bring proof of meeting your deductible. Please let us know when you call to make an appointment of any changes in your
insurance coverage or plan. It will be your responsibility to make payment for any service not covered by your insurance company. [f
benefits and eligibility cannot be verified prior to service, you will be required to pay for service in full. Any charzes denied by your
insurance carrier would be your responsibility.

FINANCIAL RESPONSIBILITY FOR MINORS
Unless prior arrangements have been made, charges for a minor child seen in the office will be ihe responsibility of the adult
accompanyirig the miifior child, o I A AR T A

HOSPITAL FEES .
If you are responsible for your doctors fees while in the hospital, payment arrangements may be made by calling our Business Office at

(713)-407-3051-or- FAX-us-at-(713)-407-3089.—In-the-event-you-have-insurance-for-hospitalization;-al |- fees- for ‘hospital-services will-be |-

filed with your insurance company upon discharge from the hospital. Any deductible or co-payment will be due when invoiced by
Memorial Clinical Associates, P.A.

QUESTIONS
If you have any questions concerning charges, filing insurance claims, or billing please call our Business Office at (713} 407-3031 or
FAX your questions to (713) 407-3089.

[authorize Memorial Clinical Associates, P.A. to file my medical claims to my insurance, and release medical information necessary to
process any claim. I authorize payment of medical benefits to Memorial Clinical Associates, P.A. [ assume responsibility for payment
of my account,




I have read and understand the above policies of Memorial Clinical Associates, P.A. and by signing below I agree to the above stated
terms.

1, the Guarantor, have read and agree to the terms regarding payments and payment responsibility.

Signature: Date:
Print Name: Chart Number:

(To be completed by office)
Witness Name(Print):

NSU K NCEL

I understand that my primary will be filed, and if no payment is mad

Signature

I hereby authorize the clinic, as a holder of medical information, to release to my insurance carrier or its intermediaries any information
needed for this or future related claim(s). 1 further request payment be made to Memorial Clinical Associates, P.A., and authorize the
clinic to submit claims on my behalf for any bills or services furnished to me. I understand that by filing claims for me as the patient,
Memorial Clinical Associates, P.A. is performing a service, not a claim requirement by law.

1 hereby acknowledge and understand that I am financially responsible for any portion of my bill not covered by my insurance carrier.

If this account is placed in the hands of a collector or an attorney for collection, reasonable cost of cellection including attorney fees will
be paid by the undersigned.

Date Signature
First Date of Service
Patient Name
Home Phone () Worl Phone ()
Nearest Relative (outside ofhome) . __Phone{ )

This. document represents an agreement between MEMORIAL CLINICAL ASSOCTATES, P.A. and the undersigned. If you have
insurance, we will file your claim as a service to you. In the event your insurance does not pay the expected amount, you will be
responsible for any remaining balance on your account, in addition to the amount required at the time of service..

Patient’s or Responsible Party’s Signature

Witness Signature




MEMOTIal GIMnical ASSOCIALES, M.A,
1201 Dairy Ashforé Suite 200 — Houston, TX 77078
Office: (713) 407-3000/Fax: (713) 461-3476

NOTICE OF PRIVACY PRACTICES Page 4 (5 & 6)

e

Memarial Clinical Associates

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Protecting your Privacy

Protecting your privacy and your medical information is at the core of our business. We recognize our obligation to keep your
information secure and confidential whether on paper or the Internet. At Memorial Clinical Associates (hereinafter referred to
as "the Practice™}, privacy is one of our highest priorities.

Keeping your information

Keeping the medical and health information we have about you secure is one of our most important responsibilities. We value
your trust and will handle your information with care. Our employees access information about you only when necessary o
provide treatment, verify eligibility, obtain authorization, process claims and otherwise meet your needs. We may also access
information about you when considering a request from you or when exercising our rights under the law or any agreement with
you,

We safeguard information during alf business practices according to established security standards and procedures, and we
continually assess new technology for protecting information. Our employees are frained to understand and comply with these
information principles.

Working to meet your needs through information

In the course of doing business, we collect and use various types of information, like name and address and claims information.
We use this information to provide sefvice fo you, to process your claims and fo bring you health information that might be of
interest to you.

Keeping information accurate

Keeping your health information accurate and up-to-date is very important. If you believe the health information we have about
you is incomplete, inaccurate or not current, please call or write us at the telephane numbers or addresses listed below. We
take appropriate action to correct any erroneous information as quickly as possible through a standard set of practices and

How - and why - information is shared

We limit who receives information and what type of information is shared.

e Sharing information within the Practice. We share information within our company to deliver you the health care
services and the related information and education programs specified in your plan.



Memorial Clinical Associates, F.A,
1201 Dairy Ashford Suite 200 — Housten, TX 77079
Office: (713} 407-30004Fax: (713) 461-3476

NOTICE OF PRIVACY PRACTICES Page 5

Memarial Clinical Associates

How — and why - information is shared (cont’d)

o  Sharing information with companies that work for us. To help us offer you our services, we may share information with
companies that work for us, such as claim processing and mailing companies and companies that deliver health
education and information directly to you. These companies act on our behalf and are obligated contractually to keep
the information that we provide them confidential.

o Other. Patient-specific personally identifiable data is release only when required to provide a service for you and only
fo those with a need to know, or with your consent. Data is released with the condition that the person receiving the
data will not release it further, unless you give permission.

If we receive a subpoena or similar legal process demanding release of any information about you, we will attempt to notify you
(unless we are prohibited from doing so}. Except as required by law or as described about, we do not share information with
other parties, including government agencies.

The Practice does not share any customer information with third-party marketers who offer their products and services to our
patients.
Count on our commitment to you privacy

Yau can count on us to keep you informed about how we protect your privacy and limit the sharing of information you provide to
us — whether it's at our office, over the phone or through the Internet.

Memorial Clinical Associates



WIEMQrial WHRICa: ASSOGIAtes, F.A,
1201 Dairy Ashford Suite 200 — Houston, TX 77079
Office; (713) 407-3000/Fax: (713) 461-3476

NOTICE OF PRIVACY PRACTICES Page 6

Memorial Clinical Associates

CONSENT AND ACKNOWLEDGMENT OF RECEIPT
OF PRIVACY NOTICE FORM INSTRUCTIONS

A physician with a direct patient relationship with an individual is not required to obtain the consent of the patient prior to
using protected health information {or disclosing it to third parties}) for purposes of carrying out treatment, payment or health
care operations. While the modifications to the final Privacy Rule reduced the necessity for a mandatory consent form, it
provided for an acknowledgment of receipt of a Notice of Privacy Practices. This consent form accomplishes that purpose.
A consent form should be signed prior during initial paperwork for each new patient and as soan as possible for existing
patients.

This form does not require a withess, however; we recommend that the form be witnessed whenever possible as it may help
prevent misunderstandings at a future date.

REFERENCE:

Policies & Procedures: Permitted Uses and Disclosures without Authorization
Minimum Necessary Use and Disclosure of Protected Health
information
Uses and Disclosures of PHI by and for Personal Representatives,
Minors and Deceased
Incidental Uses and Disclosures



Memorial Clinical Associates, P.A.
1201 Dairy Ashferd Suite 200 - Houstor, TX 77078
Office: (713) 407-3000/Fax: (713)461-3478

PATIENT CONSENT & PRIVACY NOTICE FORM Page 7

Memorial Clinical Associates

Patient Consent and Acknowledgement of Receipt of Privacy Notice

| understand that part of the provision of healthcare services, Memorial Clinical Associates, creates and maintains health
records and other information describing among other things, my health history, symptoms, examination and test results,
diagnoses, treatment, and any plans for future care or treatment.

| have been provided with a Notice of Privacy Practices that provides a more complete description of the uses and disclosures
of certain health information. | understand that | have the right to review the notice prior to signing this consent. | understand
that the organization deserves the right to change their Notice and practices and prior to implementation will mail a copy of any
revised notice to the address | have provided. | understand that | have the right to object to the use of my health information for
directory purposes. | understand that | have the right to request restrictions as to how my health information may be used or
disclosed fo carry out treatment, payment, or healthcare operations (quality assessment and improvement activities,
underwriting, premium rating, conducting or arranging for medical review, legal services, and auditing functions, etc.) and that
the organization is not required to agree to the restrictions requested.

By signing this form, | consent to the use and disclosure of protected health information about me for the purposes of treatment,
payment and health care operations. | have the right to revoke this consent, in writing, except where disclosures have already
made in reliance on my prior consent.

This consent is given freely with the understanding that:

1. Any and all records, whether written or oral or in electronic format, are confidential and cannot be disclosed for reasons
outside of treatment, payment or health care operations without my prior written authorization, except as otherwise provided by
law.
2. A photocopy or fax of this consent is as valid as this original.
3. | have the right to request that the use of my Protected Health Information, which is used or disclosed for the purposes of
treatment, payment or health care operations be restricted. | also understand that Memoriaf Clinical Associates and | must:
a. agree to any restriction in writing that | request on the use and disclosure of my Protected Health Information; and
h. agree to terminate any restrictions in writing on the use and disclosure of my Protected Health Information which
have been previously agree upon.

(PATIENT'S NAME PRINTED) - - : : DATE

PATIENT'S SIGNATURE (OR GUARDIAN, IF MINCR}

SOGIAL SECURITY NUMBER (FOR IDENTIFICATION
PURPOSES ONLY)

WITNESS (OPTIONAL) DATE



Memorial Clinical Associates, P.A.
1201 Dairy Ashford Suite 200 - Houston, TX 77079
ﬁ Offica: (713) 407-3000/Fax: (713}461-3476

PATIENT CONTACT PERMISSION FORM Page 8

This information will allow s to contact you in regards to all medical results, inquirires and office/medical related issues.

Please list telephone numbers that we may use to contact you:

1. ( o Home - o Work - o1 Cell - o Other: )
2. ( o Home - @ Work - o Cell - o Cther: )
3. ( o Home - m Work - o Celt - o Other: )

In the event Memorial Clinical’s associates are unable to reach you concerning your issues related fo this office andfor your treatment, may we leave
a message on;

1. Home Answering Maching? YES NO
2. Work Voice Mail? YES NO
3. Cellular Vaice Mail? YES NO

If you have provided a work telephane number for us to contact you, and you are unavailable, may we leave a message with your
receptionistioperator to have you retum the office’s call? YES NG

Please [ist the names of any person(s) to whom you give us permission to discuss anything concerning your medicat status {i... relative, spouse,
friend.)

IF THE NAME IS NOT LISTED, WE WILL NOT DISCUSS OR RELEASE ANY

INFORMATION
Name; Name:
Name: Name:
Patient Name: Date:
Signature: Relationship (if not patien):

THIS DOCUMENT WILL EXPIRE 1 YEAR FROM SIGNATURE DATE




Date:

- Parental Consent

I hereby give permission to the physicians of Memorial Clinical

Associates to examine and treat my minor  child,

Signature:

Print Name:

Relationship:




